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EXAMPLES OF COMPLETED STD. 692

This section contains examples of the STD. 692 and how it is completed when a
permitting event has occurred. The form will be completed differently depending on the
permitting event and dates involved. To assist vou in using these examples, each
example also contains an explanation of the permitting event, type of action and
enrollment status in Section E-18. (Remarks) You are not required to put a detailed
explanation in the Remarks Section when completing the STD. 692. Refer to Attachment
B for current dental rates information. The examples provided in this section do not
reflect every possible type of dental transaction.

EXAMPLE 1
Permitting Event: New employee ~ Eligible represented employee
Type of Action: New enrollment

Permitting Event Code: 01
. Permitting Event Date: 1/15/03 — Appointment date
Effective Date: Standard® - 60 days to file STD. 692

Note: As a represented employee, the employee is restricted to a prepaid plan unless
they are in a bargaining unit that has accepted Consolidated Benefits (CoBen).

EXAMPLE 2
Permitting Event: New employee — Eligible excluded employee
Type of Action: New enroliment

Permitting Event Code: 01
Permitting Event Date: 8/1/03 - Appointment date
Effective Date: ~ Standard - 60 days to file STD. 692

. Notes: As an excluded employee, the employee is not restricted to a prepaid plan.

EXAMPLE 3
Permitting Event: Coverage loss as a dependent
Type of Action: New enroliment

Permitting Event Code: 05
Permitting Event Date: 2/28/03 — Date other coverage ended
Effective Date: _ Standard — 60 days to file STD. 692

ntalbenefits are in effect the first of the following, month after




EXAMPLE 4

Permitting Event: Open enroliment period

Type of Action: New enroliment

Permitting Event Code: 03

Permitting Event Date: 9/1/02 — Open enroliment start date
Effective Date: January 1 of the following calendar year

Note: The employee has been employed for 24 months and is not restricted to a prepaid
plan during this open enroliment period. .

EXAMPLE 5
Permitting Event: Permanent Intermittent (Pl) employee worked required qualifying
hours in January — June control period
Type of Action: New enroliment

Permitting Event Code: 04

Permitting Event Date: 6/30/03 — End of control period

Effective Date: ~ First of the following month after STD. 692 is received by
Personnel — 60 days to file STD. 692

Note: Effective date can be no earlier than August 1.

EXAMPLE 6
Permitting Event: Represented employee completed 24-month restriction
Type of Action: Change of plan

Permitting Event Code: 08
Permitting Event Date: 2/13/04 — Completion of 24-month restriction period
Effective Date: Standard — 60 days to file STD. 692

- Note: This example may also be used when a CAHP employee has completed the 24-
month prepaid dental plan restriction period and is now eligible to enroll or change to the
CAHP indemnity plan. :

EXAMPLE 7
Permitting Event: CCPOA employee completed 12-month restriction
‘Type of Action: Change of plan

Permitting Event Code: 08
Permitting Event Date: 1/31/04 — Completion of 12 month restriction period
Effective Date: Standard — 60 days to file STD. 692



EXAMPLE 8

Permitting Event: Employee CBID change

Type of Action: Change of plan

Permitting Event Code: 40

Permitting Event Date: 8/20/03 — Date of CBID change

Effective Date: Standard — No time limit (Efforts should be made to file STD.
- 692 promptly)

EXAMPLE 9
Permitting Event: Open enroliment period
Type of Action: Change of plan and delete dependent(s)

- Permitting Event Code: 29
Permitting Event Date: 9/1/02 — Open enrollment start date
Effective Date: January 1 of the following calendar year

EXAMPLE 10

Permitting Event: Divorce

Type of Action: Delete ex-spouse

Permitting Event Code: 27a

Permitting Event Date: 4/1/03 — Divorce date

Effective Date: Mandatory — No time limit (Efforts should be made to file STD.
692 promptly®.) .

Note: A copy of the final divorce decree is required. Offer spouse COBRA.
EXAMPLE 11(A)

Permitting Event: Open enroliment period

Type of Action: Cancel coverage

Permitting Event Code: 36a

Permitting Event Date: '9/1/02 — Open enroliment start date
Effective Date: ~January 1 of the following calendar year

Note:
EXAMPLE 11(B)

Permitting Event: Open enroliment period

Type of Action: Add spouse

Permitting Event Code: 15

Permitting Event Date: 9/1/03 — Open enroliment start date
Effective Date: January 1 of the following

er for final effective date of divorce - Date divorce becomes

vy




EXAMPLE 12 (Attachment J1)

Officers Separating from State Service as defined in Government Code Section 22816.7
Continuation of dental benefits through Delta Dental.

Permitung Event:
Separation

Type of Action:
Enroliment into Direct Pay Program as defined

Permitting Event Code:
None

Effective Date:
First of the following month after Separation

ES
a>




S s an Example 1
DENTAL PLAN ENROLLMENT AUTHORIZATION

STD. 692 (REV. 6-2000}
PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

SECTION A SECTIONB
) TYPE OF ACTION 1. NAME OF DENTAL PLAN
NEW - ENROLLING IN A PLAN FOR THE FIRST TIME ~ e
SafeGuard

v (Complete Sections A. B, and D)
2. PROVIDER/FACILITY NUMBER (/f applicable}
CANCEL - CANCELLING COVERAGE FOR ALL FNROLLFES B . "
okt Serctions A, C. 3 D) 12345 (Smile Ancw Dental)
1 WL CHANGING FAMILY MEMBER ENROLLMENT, LIST ALL FALILY MEMEERS CURRENTLY ENROLLED, ..
CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE WELL AS FAMILY MEMBERS TG BE ADDED AND/OR DELETEL. NTER THE AC TN CCUE » (AUD) ANDIOR D
(Complete Sections A. B, C. and D) ) (DELETE) BESIDE THE NAMES OF ONLY THOSE MEMBERS TO BE ADDED OR DELETED.

2. SOCIAL SECURITY NUMBER 3. SPOUSE'S OR DOMESTIC PARTNER'S SOCIAL SECURITY 2 LIST ALL PERSONS TO BE ENROLLED IN
193-95-6789 NUMBER re DENTAL PLAN (include self) DATE OF BIRTH - FAMILY
23-923-0/¢ -g £ (First}) (Middle) {Last) amontH  oay  vear  RELATIONSHIP
4. NAME (First) (Middle) {Lasi)
Shamas Kancir Van der Groot A Shamas K. Van der Groot : 1 8 SELF

ADbRéSS {Number and Streef)
1234 Van Plas Ave.
(City. State, and Zip)
Harmony , CA. 90321
5. CHECK iF PERMANENT 6. MARITAL STATUS 7. SEX
INTERMITTENT EMPLOYEE S SO L
MARRIED .V SINGLE ;| ¥/ MALE

DOMESTIC PARTNER ] ©  FEMALE

SECTION C (Complete for Plan changes if different than B-1 and canceliations only)

3. PRIOR DENTAL PLAN NAME

SECTION D . , o
3. CHECK APPROPRIATE BOX ' —

1 DO NOT WISH TO ENROLL IN A DENTAL PLAN (Keep in employee’s file)

) ELECT TO ENROLL IN (OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONS TO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO
/' COVER MY SHARE OF COST OF ENROLLMENT AS IT 1S NOW OR AS IT MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION B, iTEM 3
-~ ARE EUIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORNIA AND ARE NOT ENROLLED IN ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

! ELECT TO.CANCEL THE DENTAL PLAN SHOWN ABOVE

2. EMPLOYEE'S OR ANNUITANT'S SIGNATURE (See Privacy Information on reverse of employee copy.) 1 3. DATE SIGNED

@ Signature Required ‘ : ___Date Required . ..
SECTION E (FOR AGENCY OR RETIREMENT SYSTEM USE ONLY) .
1. EMPLOYER DED. OOOE 2. DENTAL ORG. CODE i 3. EMPLOVEE wCOBEN I 4. panty coce 1 5. sIAE 6. eav perIOD | T. EmPLOYEE i B. BARGANNG 9. TOTAL PREMUM
DEDUCTION AMOUNT ! ; SHARE ’ DESIGRATION H et ' AMOUNT
- : H AMOUNT H ! i
CSU-150 ; : : E
; | |
@ NON-CSU-351 MONT I YEAR
016 § 0.00 1 s 133908 -lo3 iR 01 s 1339
COMPLETE ON CHANGES ONLY 1?. PERMITIING 13. reaTinG } 14, EFFECTVE DATE 15. AcENCY CODE 16. wsr cope $7. AGENCY MANE OR RETIREMENT SYSTEM
10. PrioR EMALOVER DED. 000 | 11. pracr PRIOR :E,:' . :::‘ o pem ‘ . tr e
DENTAL PARTY
ORG. cove
CSU-150 ©ooE
'l'——! NON-CSU-354 woTH e YEAR MONTH | oA YEAR
— P ‘
8 l 1 {3 joi 9 |1 _’03 9999 99 State Agency Name
18. REMARKS 19. AUTHORIZED AGENCY SIGNATURE 4 cusifid and
. hereb) iy under penally je .' 1 am the appointed, ai X
New Enroliment - Non-CoBen Rank and File Employee . Iacbng mm horein mﬁ’m‘m I?mdmuh';ﬁzeddgymaka mieoqt;ﬁamw

: mampbyoomodhwvhisoﬁplbbbrwmhmosuwbomdhsmmﬁwam.

. Signature Required .
_ 20. TELEPHONE NUMBER (indicate i CALNET or give Area Code) 21. DATE RECEIVED IN
: EMPLOYING OFFICE

! MONTH DAY YEAR

(555) 123-4567 8 19 03

' YELLOW - To Carrier PINK - To Agency ' GREEN - To Empioyes




TTATE O CALONIA

DENTAL PLAN ENROLLMENT AUTHORIZATION Example 2

STD. 692 (REV. 6-2000} -
PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

SECTION A SECTION B
- i. TYPE OF ACTION 1. NAME OF DENTAL PLAN

,  NEW . ENROLLUING IN A PLAN FOR THE FIRST TIME ” « - 16

./ {Complete Sections A, B, and D} Delt‘l D?l}tdl PTCITI}(?IA'. EnhanCCd

2. PROVIDER/FACILITY NUMBER (If applicable)

CANCEL - CANCELLING COVERAGE FOR AL' ENROLLEZES
{Complete Se tirmi A, C, and I}

3. WHEN CHANGING FAMILY MEMBER ENROLLMENT, LIST ALL FAMILY MEMBERS CURRENTLY ENROLLED, AS
WELL AS FAMILY MEMBERS TO BE ADDED AND/OR DELETED. ENTER THE ACTION CODE A (ADD) ANDIOR D
{DELETE) BESIDE THE NAMES OF ONLY THOSE MEMBERS TO BE ADDED OR DELETED,

" LIST ALL PERSONS TO BE ENROLLEDIN

CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE
{Complete Sections A, B, C, and D}

2. SOCIAL SECURITY NUMBER " 3. SPOUSE'S OR DOMESTIC PARTNER'S SOCIAL SECURTY [ & e o
NUMBER is DENTAL PLAN (include sel) . DATE OF BIRTH -
626-00-0000 e 10 e TRy FAMILY
e e e RE sy _Middle) MBSO cfpimn . _RELATIONSHIP
4. NAME  (First) (Middle) (Last) - | : it ol
Juan Carlos Valderama A : Juan Carlos Valderama EO N SELF
ADDRESS (Number and Street) - N e I Sl
. i v
123 Riverbone Blvd. : i !
e e . . - -—— : - md el e m

{City, State, and Zip)

Sloughhouse, CA 95738

'5. CHECK IF PERMANENT ", 6. MARITAL STATUS T 7USEX
INTERMITTENT EMPLOYEE - — —— .
: :—] MARRIED IV . SINGLE - ¢/ MALE ‘ :
i v Vi . : : o
. i :
; ) ;i i 1
X ] DOMESTIC PARTNER : o FEMALE :
; : + — -

SECTION C {Complete for Plan changes if different than B-1 and canceliations only}

1. PRIOR DENTAL PLAN NAME

SECTIOND
1. CHECK APPROPRIATE BOX
,’ " 1DO NOT WISH TO ENROLL IN A DENTAL PLAN (Keep in employee's file)

— [ELECT TO ENROLL IN (OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONS TO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO
/' COVER MY SHARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION B, ITEM 3
= ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORNIA AND ARE NOT ENROLLED IN ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

i | 1ELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

2. EMPLOYEE'S OR ANNUITANT'S SIGNATURE (See Privacy Information on reverse of employee copy.j 3. DATE SIGNED
= SIGNATURE REQUIRED DATE REQUIRED
_SECTION E (FOR AGENCY OR RETIREMENT SYSTEM USE ONLY)
1. EMPLOYER DED. CODE 2. DENTAL ORG. CODE 3. BPLOVEE o COBEN ’ 4. paaTY coDE 1 5. siare 6. PAY PERIOD 7. emprovEE 8. karcaming 9. TOTAL PREMRIM
DEDUCTION AMOUNY ! SHARE - DESIGNATION Ny AMOUNT
0 AMOUNT
CSU-150
!
[Z; NON{:SU—351 : ) MONTH YEAR
008 $47.31 1 s 0008 |03 [E 98 s 47131
12. . 4. 5. 16. 17.

COMPLETE ON CHANGES ONLY - r::u"nm 13. mrmc 1 zrmmﬁ 15. acency cooe uNIT CODE . ;:E’r;cv":;e OR REVREMENT SYSTEM

10. PrIoR EMPLOYER DED. CO0E | 11, pruck PRIOR DATE co0E
DENTAL PARTY
. oo | O 4
CSU-150 cooe
D NON-CSU-351 MONTH oAy YEAR MONTH = DAY  YEAR
8 ’ 1 l3 01 9 11 _lO3 I 299 99 State Agency Name

18. REMARKS N 19. AUTHORIZEPAGENCY SIGNATURE . .
New Enrollment - Excluded Employee . m&wdxh;w nu:od-genc.ys andm:'l?mwmd;”m Wso:l:ﬁaobdna’ﬂ'dm
Single -No Dependents - the employee named herein Is efigible for enroliment in the State Dental Insurence Program.
Not Restricted to Prepaid Plan e SIGNATURE REQUIRED

I"'20. TELEPHONE NUMBER (Indcefe # CALNET or give Ares Code) - 21, DATE RECEIVED IN
! EMPLOYING OFFICE

YEAR




STATL O v nE \

DENTAL PLAN ENROLLMENT AUTHORIZATION

STD. 692 (REV. 6-2000)

Example 3

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY-SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

SECTION A

1. TYPE OF ACTION
i¢p' NEW-ENROLLING IN A PLAN FOR THE FIRST TIME
{Complele Sections A, B, and D}

CANCEL - CANCTLLING COVFRACGF FOR ALL ENROLLEES
{Comglate Sections A C, anu DY)

CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE
{Complete Sections A, B, C, and D)

SECTIONB
1. NAME OF DENTAL PLAN

SafeGuard

. PROVIDER/FACILITY NUMBER (If applicable)

N

3. WHEN CHANGING FAMILY MEMBER ENROLLMENT, LIST ALL FAMILY MEMBERS CURRENTLY ENROLLED, AS
WELL AS FAMILY MEMBERS TO BE ADDED AND/OR DELETED. ENTER THE ACTION CODE A {ADD) ANDIOR D
(DELETE) BESIDE THE NAMES OF ONLY THOSE MEMBERS 7O BE ADDED OR DELETED,

2. SOCIAL SECURITY NUMBER 3. SPOUSE'S OR DOMESTIC PARTNER'S SOCIAL SECURITY | £ ¢ LIST ALL PERSONS TO BE ENROLLED N . -
626-00-0000 NUMBER Te DENTAL PLAN (irichude sell CDATEOFBIRTH. iy
...... Rty S o LR Y (Middle) | ftasy) | wowwl oari vew  RELATIONSHIP
4 NAME  (First) (Midale) (Last) ! :
Charles Henry Penn A i Charles Henry Penn 02 {03161 ; SELF
"ADDRESS  (Number and Streey 7 T P T T —
38 Riverbone Blvd. : !
“(City, State, and Zip) T TTommmmmmmm o 1 I —
Sloughhouse, CA 95738
‘5. CHECKIF PERMANENT 6 MARITAL STATUS T3 SEX ) TTTTT s -
INTERMITTENT EMPLOYEE §e — : : .
[ MARREED [V/i sINGLE | (V] MALE : i
1 H + -
, P— | ! P
l i | L DOMESTIC PARTNER | D FEMALE ! ; :
- f : :

SECTION C (Complete for Plan changes if different than B-1 and cancellations only)

1. PRIOR DENTAL PLAN NAME

SECTIOND

1. CHECK APPROPRIATE BOX .
D 1 DO NOT WISH TO ENROLL IN A DENTAL PLAN (Keep in employee’s fil)

—- 1ELECT TO ENROLL IN {OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONS TO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO
7/ | COVER MY SHARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTIONB, ITEM 3
" ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORNIA AND ARE NOT ENROLLED IN ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

[] 1 ELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

2. EMPLOYEE'S OR ANNUITANT'S SIGNATURE (See Privacy Information on of employee copy.) j 3 DATE SIGN=n
b SIGNATURE REQUIRED ,j DATE REQUIRED
SECTION E (FOR AGENCY OR RETIREMENT SYSTEM USE ONLY) -
1. B#LOYER DED. CODE 2. DENTAL ORG. CODE 3. EMPLOYEE orCOBEN 4. PARTY CODE 5. stAte 6. PAY PERIOD + 7. eMPLOYEE T 8. BarcARNG 9. 101AL PREMAM
DEDUCTION AMOUNT SHARE DESIGNATION ! UNIT AMOUNT
AMOUNT
CSU-150
NON-CSU-351 wom |
016 $ 1339 1 $ 00012 103 M 7 s 1339
COMPLETE ON GHANGES ONLY 12. permirieG 13. reraTinG 14. €FFECTVE DATE 15. acency cooe ; 16. umn cooe 17. AGENCY MAME OR RETIREMENT SYSTEM
EVENT [37-1 OF ACTION : {¥ renreD)
0. PrIoR EMPLOVER DED. CODE | 11. pricr PRIOR OATE conE !
oeNIAL PARTY i
ORG. Cooe |
CSU-150 cooe ! "
D NON-CSU-351 MONTH DAY YEAR MONTH DAY YEAR |
2 , 28 l 3 05 4 l_ 1 J03 l 999 ;99 State Agency Name
18. REMARKS 19. AUTHORIZED AGENCY SIGNATURE
New Enrollment - Coverage lost as dependent Iacbngcﬂieorj ammm»u:dmm;’mmi Iﬁm‘*gm. this éo%ﬁcasmmar
Single - No Dépendents the employes nemed herein Js eligibhe for enrollment in the State Dental Insurance Program.
Py SIGNATURE REQUIRED
20. YELEPHONE NUMBER (indicale # CALNET or give Arsa Cods) | 24, DATE RECEIVED IN
EMPLGYING OFFICE
. MONTH DAY mu :
(555) 123-4567 3 18 |03
LLOW - To Garrler PINK - To Agency GREEN - To Employee.

vy




SIATE OF CALEORNIA Example 4
DENTAL PLAN ENROLLMENT AUTHORIZATION
STD 692 (REV 6-2000)
PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

" SECTION A SECTION B
TYPE OF ACTION 1t NAME OF DENTAL PLAN

NEW - ENROLLING iN APLAN FOR THE FIRST TIME Delta Dental
N < <

7 {Complete Sections A_ 8. and D}
7 PROVIDER/FACILITY NUMBER (If appicable)

CAMCEL - CANCELL.NG COVERAGE FOR ALL ENROLLEES
(Compite Sedtrons A, . and D;

3w L LRSUIUING - o MILY MEMBT R ENIILe EMUST BI3T ALL FAMILY MEUDERT TUPPENTI Y FNROL S (b AS
CHANGE - CHANGING PLANS OR DEPENOENT LOVERAGE VIELL AS FAMILY mcMUDIIS 70 BF ADDED ANDVOR DELLTLD ENTER THE = NN COTE ~ (40D ARl O 4
{Complete Sections A. B. C. and D} {OELETE) BESIDE THE NAMES OF ONLY THOSE MEMBERS 10 BE ADUED OH DELETEL
2 SOCIAL SECURITY NUMBER 3 SPOUSE'S OR DOMESTIC PARINER S SOCIAL SECURITY ‘e LIST ALL PERSONS TO BE ENROLLED IN OATE OF
NUMBER ” (- DENTAL PUAN (indude sell) E OF BIRTH FAMILY
222-33-4444 $99-88-7777 ot :
o (First} (Midde} {Last} MOND: DAY YEAR RELATIONSHIP
4. NAME (First} {Midde) {Last)
Bogg Harry Powell A Bogg H. Powell 02 15 56 SELF
ADDRESS (Number and Streel} ’
111 Longball Avenue A Wilma A. Powell 03 20-58 Wife
(City, Sialé, anle—p)- ’ ' ’ ’ :
Genoa, CA 26111 A Jason D. Powell 10 28 87 Son
>
5. CHECKIF PERMANENT " 6. MARITAL STATUS 7 SEX ) ’ o )
INTERMITTENT EMPLOYEE S ; A Jill M. Powell 01 10 90 Drtr.

MARRIED ©  SINGLE ¢ MALE

_| DOMESTIC PARTNER ., FEMALE

SECTION C (Complete for Plan changes if different than B-1 and cancellations only)

{7 PRIORDENTAL PLAN NAME ~

SECTION D
1. CHECKAPPROPRIATE BOX
| 10O NOT WISH TO ENROLL INA DENTAL PLAN (Keep in smploype’s fie)

—_ 1ELECT TO ENROLL IN {OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONSTO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO
/1 COVERMY SHRARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONSUSTED IN SECTION B, ;TEM3
—1  ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CAUFORNIA AND ARENOT ENROLLED tN ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

—

i ] § ELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

3. DATE SIGNED

2 EMPLOYEE'S OR ANNUITANTS SIGNATURE (See Privacy Information on reverse of employes copy.) i
: i 09/15/2002

= ssgnatu:e Required
SECTION E (FOR AGENCY OR RETIREMENT SYSTEM USE ONLY)
1. ©#L0vER DED.CO DE 2. ceNaL ORG. CODE 3. BALOYEE o COBEN 4. paARTY CODE 5. sStaTE 6. PAY PERIOD 7. emeovee 8. BARGANSIG Q. vOTAL PREMMNS
DEDUCTION AMOUNY SHARE DESIGNATION unar MO
AMOUNT
CSU-150
NON-CSU-351 : pom | veR
007 , § 2246 3 ¢ 1038412 01 (R 10 ¢ 12630
COMPLETE ON CHANGES ONLY 12. revarieg . 13. reraTInG 14. EFFECTIVE DATE 15. aceNcY cOvE 16. wr co0E 17. AGENCY NAME OR RETIREMENT SYSTEM
40. PreoR EMMLOYER DED.CO OE 1.1,".0.‘ PROR . :‘:’ x oF acTion ('&""ED)’
. DENTA. PARTY
on. cobe
D NONCSU-351 MONTH DAY YEAR ’ MONTH i DAY YEAR
9 1 |2 |o3 1 l 1 Jo3 222 012 Stae Agency Name
18. REMARKS 19.nnnokmmmcvsucr:\mns @ the ity o0 i
- New Enrollment - Open Enrollment Period :momammmm;m lz“.fmd?mmmmmt
Matricd—'nneedepcndents : mmomdhonhhoﬁgﬂobrmmhﬂn&dcwhmm
Not Restricted to Prepaid Plans Signature Required
20. TELEPHONE NUMBER (indicate f CALNET or give Area Code} 21. DATE RECBVED IN
: EMPLOYING OFFICE
WMONTH DAY YEAR
(916) 414-5000 09 15 (02 -

PINK - To:Agency




STATE OF CALIFORNIA

DENTAL PLAN ENROLLMENT AUTHORIZATION

STD. 692 (REV. 6-2000)}

SECTION A

1. TYPE OF ACTION

y NEW - ENROLLING IN A PLAN FOR THE FIRST TIME
{Complete Sections A, 8, and D)

CANCEL - CANCELL S COVERAGE TOR ALL ENRCLLEES
{Compiete Sections A C, and D)

CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE

iz (Complete SectionsA, B,C.andD)

2. SOCIAL SECURITY NUMBER ; 3. SPOUSE'S OR DOMESTIC PARTNER'S SOCIAL SECURITY
222-33-4141 NUMBER

"o NAME (R (Middle) T itesy

Sharon Jane Stone

ADDRESS (Number and Street)
6161 Cable Way

(City, State, and Zip) .

Elitas, CA. 90302

5. CHECK IF PERMANENT
INTERMITTENT EMPLOYEE

RITAL STATUS TUSEX T

SINGLE ' MALE

6. MA
(V] warwien

{_ DOMESTIC PARTNER Vi FEMALE

|

Example 5

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

SECTION B
1. NAME OF DENTAL PLAN

PM1
2. PROVIDERFACILITY NUMBER (If applicable)
3210

3. WHEN CHANGING FAMILY MEMBER ENROLLMENT, LIST ALL FAMILY MEMBERS CURRENTLY ENROLLED, AS
WELL AS FAMILY MEMBERS TO BE ADDED ANDYOR DELETED. ENTER THE ACTION CODE A {ADD) ANDIOR D
(DELETE) BESIDE THE NAMES OF ONLY THOSE MEMBERS TO BE ADDED OR DELETED,

LIST ALL PERSONS TOBE ENROLLED IN | ..~ :

© DATE OF BIRTH

A

(': § DENTAL PLAN (include self) FAMILY

NE O (Firsy  (Middie) _ (Lasy 2 . RELATIONSHIP

A Sharon Jane Stone

S O - SELF

‘ e 2

. ' ! ..

A Eddie Van Stone 19 12

SECTION C. (Complete for Plan changes if different than B-1 and cancellations only}

1. PRIOR DENTAL PLAN NAME

SECTIOND

1. CHECK APPROPRIATE BOX
D 1DO NOT WISH TO ENROLL IN A DENTAL PLAN (Keep in employee’s file)

t ELECY TO ENROLL IN (OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AN
V| COVER MY SHARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MA’

D AUTHORIZE DEDUCTIONS TO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO
Y BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION B, ITEM 3

~ ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORNIA AND ARE NOT ENROLLED IN ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

D FELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

2. EMPLOYEE'S OR ANNUITANT'S SIGNATURE {Se’e. Privacy Information on reverse of employee copy.) ' 3. DATE SIGNED
® SIGNATURE REQUIRED | DATE REQUIRED
SECTION E (FOR AGENCY OR RETIREMENT SYSTEM USE ONLY)
1. BwPLOVER DED. COBE 2. DENTAL ORG. CODE F:l. EMPLOYEE or COBEN 4. PARTY CODE 5. state 6. PAY PERICD 7. empLovee : B. BARGANNG 9. ToTAL PREMUM
DEDUCTION AMOUNT SHARE DESIGRATION : ey AOUNT
_ O .
CSU-150 '
i
NON-CSU-351 ey
A 009 $0.00 2 $ 250517 103 |R 03 s 2505
12: PowamING 13, PerMmTInG 14. EFFECTIVE DATE 15, acency cooe 16. unrr cooe 17. AGENCY NAME OR RETIREMENT SYSTEM
COMPLETE ON CHANGES ONLY : g
10. PRIOR EMPLOYER DED. CODE | 11. prion PRIOR :?: 2‘ OF aemow » ' = )
DENTA PARTY
RO, CODE
CSU-150 cooe . D
D NON-CSU-351 MONTH Y vEmR MONTH DAY YEAR|
6 30 i3 04 8. 03 | 100 001 State Agency Name
-1 . . gency
19. AUTHORIZED AGENCY SIGNATURE

18. REMARKS .
P.1. enrollment after completion of control period

1 hereby certify under penalty of perjury as follows: Thet | am the duly appoinied, quakified end
ocﬁvgoﬂicarofﬂ)ehomhnamadmpcyandﬂulunnuﬂnrixodbmko&iswrﬁﬁuﬁommaf
the employee named herein s efigible for enroliment in the State Dental Insurance Program.

R SIGNATURE REQUIRED

20. TELEPHONE NUMBER (Indicate 'CALNETorgiveAlea Cods) 2t. DATE RECEIVED iN -
EMPLOYING OFFICE
. HONTH DAY YEAR
(555) 123-4567 A , 7 {03 o3

YELLOW - To Ciier-

PINK - To Agéhcy

vy




STATE OF CALIFORNIA

DENTAL PLAN ENROLLMENT AUTHORIZATION

STD. 692 (REV. 6-2000}

Example 6

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

ECTION A
. TYPE OF ACTION
i ° NEW - ENROLLING iN A PLAN FOR THE FIRST TIME
{Complete Seclions A, B, and D}

CANCEL - CANCELI ING COVERAGE FOR ALL ENROLLEES
Compiete Secticns A, C, and D)

Vv CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE
TV (Complete Sections A, B, C, and D)

SECTIONB._
1. NAME OF DENTAL PLAN

Delta Dental Premier Basic
2. PROVIDERJFACILITY NUMBER (If applicable)

3. WHEN CHANGING FAMILY MEMBER ENROLLMENT, LIST ALL FAMILY MEMBERS CURRENTLY ENROLLED, AS
WELL AS FAMILY MEMBERS TO BE ADDED ANDYOR DELETED. ENTER THE ACTION CODE A (ADD) ANDIOR D
(DELETE) BESIDE THE NAMES OF ONLY THOSE MEMBERS TO BE ADDED OR DELETED.

2. SOCIAL SECURITY NUMBER ©7 2. SPOUSE'S OR DOMESTIC PARTNER'S SOCIAL SECURIY | &¢ 7 LIST ALL PERSONS TO BE ENROLLEDIN. 0
o— i8 DENTAL PLAN (include sel) LDATEQFBIRTH. iy

957:21-0123 N 1L S B T ROy RELATIONSHIP

4. NAME  (First) (Middle) (Last) : !

Rosanne Mary Armold A Rosanne M. Amold 2 25148 - SELF

ADDRESS  (Number and Streel) e e e “—*‘ 4 T T smoe s e e —gj""' T
A “Jim P. Amol 10 {2 155 : Spouse

6025 GenoaRd - e i TOPOWS

(City, State, and Zip} | o Lo
A MargoT. Barr 12 2587 Dtr

Brentwood, CA. 90305

‘5. CHECK IF PERMANENT 6. MARITAL STATUS 7. sEX :
INTERMITTENT EMPLOYEE . — e John R. Barr . : H

V] marmiED 1 smee | ] maie A : 1 i“ 388 Son

i . i )

i — i
l;/ } ; j DOMESTIC PARTNER v l FEMALE Do
SECTION C (Complete for Plan changes if different than B-1 and-canceliations-only}- i
t

1. PRIOR DENTAL PLAN NAME

SECTION D

1. CHECK APPROPRIATE BOX
D 1 DO NOT WISH TO ENROLL IN A DENTAL PLAN (Keep in employee’s fife)

~ FELECT TO ENROLL IN (OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONS TO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO
i COVER MY SHARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION B, ITEM 3
" ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORNIA AND ARE NOT ENROLLED IN ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

{ l 1 ELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

2. EMPLOYEE'S OR ANNUITANT'S SIGNATURE {See Privacy Information on reverse of employse copy.)

= SIGNATURE REQUIRED

3. DATE SIGM="

DATE REQUIRED

SECTION E (FOR AGENCY OR RETIREMENT S YSTEM USE_ ONLY)

1. EMPLOYER DED. CODE 2. DENTAL ORG. CODE 3. ©MPLOYEE or COBEN I 4. earTY cope b5 siate 6. PaY PERIOD 7. emmovee 8. BARGANNG 9. YOTAL PREMIM
DEDUCTION AMOUNY : H SHARE DESIGNATION UNTT AMOUNT
! L oan
CSU-150 i
1
NON-CSU-354 ° bl
007 $29.00 3 $ 869912 |04 |R 3 s 11599
12. rermmme 13. rERMTTING 14. EFFECTVE DATE 15. acency cope 16. unt cooe 17. AGENCY HAME OR REVREMENT SYSTEM
COMPLETE ON CHANGES ONLY o . . )
10. ProoR EMLOYER DED. CODE | $4. praor PRIOR DATE cove
DENTAL PARTY
e foe ORG. CopE —
D NON-CSU351 MONTH DAY YEAR MONTH DAY  YEAR
2 13 l4 08 3 14 _,04 010 . 012 State Agency Name
18. REMARKS 19. AUTHORIZED AGENCY SIGNATURE
1 hereby certify under penally of porjury as follows: That | am the duly appoinled, qualified and
acting officer of the hervin named agency and that | am authorized to make this certification; thet

Change of Dental Plan - Represented Employee -
Completion of 24-month restriction
Date of hire: 2/13/02

the employse named herein is eligible for enroliment in the State Dental Insurance Program.

=

20. TELEPHONE NUMBER (Indicate f CALNET or give Area Code} | 21. DATE RECEIVED IN

EMPLOYING OFFICE

MONTH DAY m.-

(555) 1234567 2 |0 o
PINK-ToAgency ' GREEN-To Eployes

vy



CTATE 0 CALE ORNIA

DENTAL PLAN ENROLLMENT AUTHORIZATION

STD. 692 (REV. 6-2000) -
PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

Example 7

SECTION A SECTIONB
1. TYPE OF ACTION 1. NAME OF DENTAL PLAN
NEW - ENROLLING IN A PLAN FOR THE FIRST TIME CCPOA (Prlmary Dental Plan)

(Complete Sections A, B, and D} . Nt

2. PROVIDER/FACILITY NUMBER (I applicable)

CANCEL - CANCELLING COVERAGE FOR ALL ENROLLEES
{Cempiete Sactions A, C, and D}

3. WHEN CHANGING FAMILY MEMBER ENROLLMENT, ST ALL FAMILY MEMBERS CURRENTLY ENROLLED, AS

o CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE WELL AS FAMILY MEMBERS TO BE ADDED AND/OR DELETED. ENTER THE ACTION CODE A (ADD) ANDVOR O .

Y {Complete Sections A, B, C, and D) (DELETE) BESIDE THE NAMES OF ON.Y THOSE MEMBERS TO BE ADDED OR DELETED.

2. SOCIAL SECURITY NUMBER | 3. SPOUSE'S OR DOMESTIC PARTNER'S SOCIAL SECURITY TIST ALL PERSONS TO BE ENROLLED IN U
: DATE OF BIRTH !
333-44-5555 NUMBER DENTAL PLAN (include self) L DAIEOF BIRTH ! FAMILY

LT (First} (Middle} (Last)  ;wowmj oavi vean! RELATIONSHIP
4. NAME  (First} : —

Jackson

" ADDRESS (Number and Street)
112 Capltola Way

" (City, State, and Zip)

Salinas, CA. 94831

5. CHECKIF PERMANENT . 6. MARITAL STATUS F7sex T

i
INTERMITTENT EMPLOYEE [t e i
i | | marriED [V SlNGLE‘ [g_J MALE : ;
|

i .
’ I
! FEMALE . i :

SECTION C (Complele forPlan-changes if different than B-1 and cancellztions only) . P B

Zo- =0
moon |

(Last)
Gomes

A Jackson R. Gomes ' 2 15 43 SELF

! | [ ] oomesmic parmheR

— i

1. PRIOR DENTAL PLAN NAME

CCPOA Western Dental

SECTION D
1. CHECK APPROPRIATE BOX
| 1DO NOT WISH TO ENROLL IN ADENTAL PLAN (Keep in employee’s fife)

VELECT TO ENROLL IN (OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONS TO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO
COVER MY SHARE OF COST OF ENROLLMENT AS 1T IS NOW OR AS {T MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION B, ITEM 3
' ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORNIA AND ARE NOT ENROLLED IN ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

AY

1
i} VELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

2. EMPLOYEE'S OR ANNUITANT'S SIGNATURE (Se Privacy Information on reverse of employee copy.) ; 3. DATE SIGNED
= SIGNATURE REQUIRED i DATE REQUIRED
SECTION E (FOR AGENCY OR RETIREMENT SYSTEM USE ONLY)
1. EMPLOVER DED. CODE 2. DENYAL ORG. CODE 3. BWLOVEE o COBEN 4. pARYY CODE 5. swATE 6. Ay PERIOD ' 7. EMPLOYEE 8. BARGANNG 9. 10TA PREMIM
DEDUCTION AMOUNT SHARE : OESIGNATION N AMOUNT
’ AMOUNT i
CSU-150
NON-CSU-351 o | e
006 $25.00 1 s 443312 04 [R 6 ¢ 6933
12. perrrvG 13. rervmInG 14. errECTVE DATE 15. acency cope 16. v cope 17. AGENCY RAME OR RETIREMENT - SYSTEM
COMPLETE ON CHANGES ONLY ’
10, PRIOR BMALOYER DED. CODE | 11. pryon PRIOR xﬂ z-;" - OF AcTION ( reTRED)
DENTAL PARTY
oRG. cooe
€SU-150 cove -
D NON-CSU-351 MONTH DAY YEAR WONTH DAY YEAR
1 [ 31 4 |08 3 L1 _l04 020 111 _ State Agency Name
18. REMARKS ' 19. mmmsmu:;ucv&sﬁ:mnz ]
s hereby certily penadly of porkry as follows: !
Change of Dental Plan - R06 Employee Incbng officer of e horain named sgency snd thet :Z’“..?;’."«%".‘.f’m wbﬁcato:;‘)al
Completion of 12 month restriction period the employee named hereln is siigibie for envollmont in the Stete Denta! inswance Progrem.
LR SIGNATURE REQUIRED
i 20. TELEPHONE NUMBER (Indicate ¥ CALNET or give Ares Codo) 24. DATE RECEIVED IN
. EMPLOYING OFFICE
. 5 MONTH DAY YEAR ;
(555) 123-4567 2 -
WHITE - To. YELLOW - To Carrier PINK - To Agency




STAYE OF CALIFORHMI.

DENTAL PLAN ENROLLMENT AUTHORIZATION

STD. 692 (REV. 6-2000)

Example 8

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

SECTION A
1. TYPE OF ACTION
© NEW- ENROLLING IN A PLAN FOR THE FIRST TIME
{Complele Sections A, 8, and D}

CANCEL - CANCELLUINT TOVERAGT FOR ALL ENROLLEES
(Complete “eclions A, C. and O}

CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE
{Complete Sections A, 8, C, and D}

2. SOCIAL SECURITY NUMBER

765-43-1298 NUMBER

& NAME ERsy T (Middie) (Last) i
Rex R Chapman
ADDRESS (Number and Street}

1000 Rain Water Dr.

’ (?i&,_Sla!e, and Zip) B

Calipatria, CA. 97831

5. CHECK IF PERMANENT | 6. MARITAL STATUS "7 sEX
INTERMITTENT EMPLOYEE i — — : .
; MARRIED [V SINGLE '¢/] MALE ; .
i (A i} i ——
— . |
I i | DOMESTIC PARTNER ! | FEMALE !
i
t

| 3. SPOUSE'S OR DOMESTIC PARTNER'S SOCIAL SECURITY

SECTION B
1. NAME OF DENTAL PLAN

Declta Dental Premier Enhanced
. PROVIDER/FACILITY NUMBER (i applicable}

~

"3 WHEN CHANGING FAMILY MEMBER ENROLLMENT, LIST ALL FAMILY MEMBERS CURRENTLY ENROLLED, AS
WELL AS FAMILY MEMBERS TO 8E ADDED AND/OR DELETED. ENTER THE ACTION CODE A (ADD} ANDIOR D
(DELETE) BESIDE THE NAMES OF ONLY THOSE MEMBERS TO BE ADDED OR DELETED,

" TUIST ALL PERSONS TO BE ENROLLED IN .

_ DATEOF BIRTH '

x
c<

! g DE.NTAL PLAN (include sek) FAMILY
RE(Fisy  (Middle) Masy RELATIONSHIP
A Rex R Chapman SELF

SECTION C

(Complete for Plan changes # differentthan-B-1-and-cancellations-only).

1. PRIOR DENTAL PLAN NAME
CCPOA Western Dental

SECTIOND

1. CHECK APPROPRIATE BOX
l i 1DO NOT WiSH TO ENROLL IN A DENTAL PLAN {Keep in employee’s fife)

‘1 ELECT TO ENROLL IN {OR CHANGE T0) A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONS TO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO

DY

p—

L

| ELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

COVER MY SHARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION BITEM 3
ARE.ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORNIA AND ARE NOT ENROLLED IN ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

2. EMPLOYEE'S OR ANNUITANT'S SIGNATURE (See Privacy Inf on

= SIGNATURE REQUIRED

of employ

copy.)

3. DATE SIGNED

DATE REQUIRED

SECTIONE (FORA GENCY OR RETIREMENT SYSTEM USE ONLY)

1. EMPLOYER DED. CODE 2. DENTAL ORG. CODE 3. EMPLOYEE or COBEN ' 4. PARTY CODE I 5. st 6. pax PERIOD ,' 7. esrovee B. sARGANNG 9. YoTAL PREMIM
DEDUCTION AMOUNT H SHARE H DESIGNATION Ui AMOUNT
s AMOUNT :
CSU-150
1
NON-CSU-351 i B
008 $47.31 1 s 00010 (03 (S 6 s 4131
COMPLETE ON CHANGES ONLY 12 reroamimc 13. PERMITTING 14. EFFECTIVE DATE 15. acency cove 16. wenr cooe 17 AGENCY NAME ORt RETIEMENT SYSTEM
10. prIOR EMPLOYER DED. €O | 41 prooR PRIOR :?: ::: w fr e
DENTAL PARTY
ORG. ©o0E N
CSU-150 cooe -
D NON-CSU—351 HONTH DAY YEAR MONTH | DAY YEAR
8 iZO l3 40 11 I_ 1 JO3 001 989  State Agency Name
18. REMARKS 19. AUTHORIZED AGENCY SIGNATURE .
o . .. - 1 hereby certily under penally of perjury es foliows: That | am the duly appointed, quakfied and
Change in Bargaining Unit acting officer of the heroin nemed agency snd that I em euthorized to make tis cortification; thet

Change from Union Plan to State Plan

the employes nemed herein Is efigible for enrodment in the State Dental Insurence Program.

e SIGNATURE REQUIRED

20. TELEPHONE NUMBER (Indicale ¥ CALNET or give Aros Codo) | 21. DATE RECEVEDIN
EMPLOYING OFFICE
MONTH ) DAY YEAR
(555) 1234567 w0 o o3

GREEN - To.Employee

LY




STATE OF CALIFORNIA

DENTAL PLAN ENROLLMENT AUTHORIZATION

STD 692 {REV 6.2000)

Exampile 9

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

SECTION A

TYPE OF ACTION
NEW - ENROLLING IN APLAN FOR THE FIRST TIME
{Complete Sectons A, 8, and D}

CANTEL- CATY SULLING COVERAGE FOR ALL ENROLLEES
{Comprete Szaicns A, C and D)

CHANGE - CHANGING PLANS OR DEFENDENT COVERAGL

SECTIONB

I NAME OF DENTA! PLAN
PMI

2 PROVIDERJFACI ITY NUMBER (If applcable]
210695

WHEN THANGING FAM, ¥ MEMBER SNROLLMENT LIST ALL TAMILY MEMBFRRS "1 HIFNTI Y L dRMYLET AS
S AS FAMILY MERLFSIS 10 o #0FL ANIJGH NOLETED RSP Too aCTHIUN GO A (200, #7000 1

‘/ {Complete Sections A, B, C. and D} {DELETE) BESIDE THE NAMES OF ONLY THOSE MEMBECRS TO 28 ATUCD O Gk e il
2. SOCIAL SECURITY NUMBER 3 SPOUSE'S OR DOMES1IC PARTNER S SOCIAL SECURITY e LIST ALL PERSONS TO BE ENROLLED IN ' A
, NUMBER o re DENTAL PLAN (indude self} DATE OF BIRTH EAMILY
111-22-3333 414-00-9999 S (Fust) (Middle) fLasi} monin oar vew  RELATIONSHIP
4. NAME {Furst) (Midae) {Last) T
Ann Lana Tumer Ann L. Turner 10 15 47 SELF
ADDRESS (Number and Streef) .
55 Marve Road Mark N. Turmner 06 12 .45 Husband
(City, State, and Zip} )
Tilley, CA 41111 Mike R. Tumner 05 11 70 Son
5. CHECKIF PERMANENT 6. MARITAL STATUS 7. SEX ’ ) ER
INTERMITTENT EMPLOYEE Vi wARRIED . SNGLE  MALE D  Angie C. Tumer 06 10 71 Du
‘ em I :
i 1| DOMESTIC PARTNER V' FEMALE D | Scott D. Turner 11 75 Son
_ 2 ——— ! e e . _ . e -
SECTION C (Complete for Plan changes if different than B-1 and cancellations only) :
T_PRWN-TATP—.LAE NAME ™ e - - B e - -
Safeguard ; :
SECTIOND i ,
{ i

1. CHECKAPPROPRIATE BOX
i 1 DO NOT WISH TO ENROLL INA DENTAL PLAN (Keep in employee’s file)

§ ELECT TO ENROLL IN {OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONSTO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO

1 ELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

E—

COVER MY SHARE OF COST OF ENROLLMBNT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION B, ITEM3
ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORNIA AND ARE NOT ENROLLED IN ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

2. EMPLOYEE'S OR ANNUITANTS SIGNATURE (See Privacy Information on reverse of employee copy.)

i 3. DATE SIGNED

=, . _ | 09/10/2002
SECTION E (FOR §GENCY OR RE#REFFENT SYSTEM USE.ONLY)
4. @;MOTER DED.CO OE 2. DENTAL ORG. CODE 3. B410vE: w COBEN - 4. parTY CODE 5. staE 6. PAY PERICO 7. svovee B. BARGANNG T 9. TOTAL PR
DEDUCTION AMOUNT SARE DESIGNATION fre] : AssOUNT
CSU-150
NON-CSU-351 pom | veaR l
. 009 ¢ 0.00 3 ¢ 346512 |02 |E 88 g 3465
- 12. rereaTING X 4. . AGH cooe | 16. wm cooE 17. RAME OR METIREMENT SYSTEM
COMPLETE ON CHANGES ONLY % 3 T eI 15. asency ;:“”' bl il
0. rvor BALOYER DEDCO OE | §9. powon. FroOR. DATE ©o0E
DENTAL PARTY
onG. ©00E
CSU-150. _ooe
D IIOlICSIl351 MOMTH DAY ) YEAR WONTH DAY YEAR, T
9 1 2 29 i l_ 1 _|03 001 016 State Agency Name
18. REMARKS 9. wmomﬁcvssgaxume ) ots m »
Change of plans and delete dependents during open enroliment. zwumdmﬂmhmlimideﬁ:MM
. the empioyse named hereh is eligiie for envolinent in the Stale Dents! Insurance Program.
. Signature Required -
20. TELEPHONE NUMBER (indicate ¥ CALNET or give Area Codo) | 2. DATE RECEIVEDIN
: EMPLOYING OFFICE
MONTH DAY YEAR
(600) 455-2500 09 10 |02 -
P!NK-- To Agency

YELLOW - To Canfer -

GREEN - To Employee




STATE OF CALHORNIA

DENTAL PLAN ENROLLMENT AUTHORIZATION

STD. 692 (REV 6-2000)

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--SEN

SECTION A

TYPE OF ACTION
NEW - ENROLLING IN APLAN FOR THE FIRST TIME
{Complete Sections A. B, and D}

CANCEL - CANCELLING COVERAGE FOR ALL ENRNOLLEFS
(Comprete Sedicns A C oo I

v CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE

{Complete Sections A, B, C. and D}
2. SOCIAL SECURITY NUMBER
7771-17-1777

{First)

3 SPOUSE'S OR DOMESTIC PARTNER S SOCIAL SECUHITY
NUMBER

{Lasr)

May

4. NAME
Todd
ADDRESS {Number and Streel)
7 Long Blvd.

(City. State, and Zi)
Daytona, CA 00007
‘6. CHECKIF PERMANENT

INTERMITTENT EMPLOYEE

(Midde)

R.

" 6. MARITAL STATUS 7. SEX
| MARRED ¥/ SINGLE v/ MALE

i DOMESTIC PARTNER FEMALE

i
! ]
1

Example 10

D COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

SECTION B
1 NAME OF DENTAIL PLAN
Delta Dental
2 PROVIDER/FACILITY NUMBER (i appixcable}

T et N CHAMGING FARE Y SIEMBEP ENROU NI NT DIST 210 Al ¢ MOMBERS CURRKENTL v FNROLLD AL
Vi L AS FAMILY MEMBERS 70 BE ACOUD /. UR DTIEIEC ERTEP "3 L ALTION CODE A %1 D1 AN
(DEV £ TE) BESIDE THE NAMES GF ONLY THOSE MEMBERS TO 8E AUDEO OR DELETED

. LIST ALL PERSONS TO BE ENROLLED IN

0 DENTAL PLAN (indude self} DATE OF BIRTH FAMILY

ot ) (First) (Midde) {Last) Mo A vEAR RELATIONSHIP
Todd R. May 1225 57 SELF

D Mecgan C. May 1T 1055 Ex-Wife

SECTION C (Complete for Plan changes if different than B-1 and canceliations only)

1. PRIOR DENTAL PLAN NAME

SECTIOND

1. CHECKAPPROPRIATE BOX
1 DO NOT WISH TO ENROLL INA DENTAL PLAN (Keep in employse’s file)

L]
o

1 ELECT TO ENROLL IN (OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND AUTHO

t ELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

COVER MY SHARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. I Al
’  ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CAUIFORNIA AND ARE NOT ENROLL

RIZE DEDUCTIONSTO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO

LSO CERTIEY THAT THE NAMES OF THE PERSONSLISTED IN SECTION B, ITEM3
£D IN ANOTHER STATE OF CAUFORNIA DENTAL PLAN.

Z. EMPLOYEE'S OR ANNUITANTS SIGNATURE (See Privacy information on reverse of employee copy.)

3. DATE SIGNED

D Signature Required 04/07/2003
SECTION E (FOR AGENCY OR RETIREMENT SYSTEM USE ONLY) :
4. B#LOYER UED.CO DE 2. DEVIAL ORG. CODE 3. BWPLOYEE or COBEN ‘1 4. eanry cooe 5. sTAE 6. ear PERIOD 7. saroEe 8. BARGANNG { 9. TOTAL PREMUAL
DEDUCTION AMOUNT SMARE OESIGNATION unst ] AAOUNT
€5U-150 i
NON-CSU-351 sosm | verR |
007. $ 10.12 1 ¢ 30204 |03 |R 04 l ¢ 4032
COMPLETE ON CHANGES ONLY 12. rewTNG 13. revaTTeG 14. SFECTVE DATE 15. aGENCY O00E 16. T cooe 7. AGENCY WAME OR RETIREMENT SYSTEM
40. rronr BMPLOYER DED.CO OE | 11. pmor PrOOR - ::?: ;ﬂ oF acmon e pemren)
. DENTAL PARTY
ORG. ©obe
CSU-150 cove ]
D NONCSUGS“ MONTH DAY YEAR MOMTH MY_ YEAR)|
4 1 |3 (27a 5 03 |11t 222 Stite Agency Name
-1 e AL
18. REMARKS 19. mnmmmmcvsuce:mns e o o .
Employee deletes ex-wife due to divorce. :mmuummm:m%dﬂm eorncaton:tt
Mandatory deletion. the employee nemed hereh s sigible for envolinent i the State Dental insursnce Program.
~ Signature Required

=

20. TELEPHONE NUMBER (Imﬁ:afc ¥ CALNET or give Ares Code) 21. DATE RECEIVED iN

EMPLOYING OFFICE
(222) 3334444 04 |07 |03
PINK - To Agency GREEN - To Employee




TEATE OF AT ORNIA

DENTAL PLAN ENROLLMENT AUTHORIZATION

SID 697 (HLV 6.2000)

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--

SECTION A
TYPE OF ACTION
NEW - ENROLLING IN APLAN FOR THE FIRST TIME
{Complete Sections A_B. and O}

t

CANCEL - CANCELLING COVERAGE FNOR ALL TNROLLILS
(ompskeie Sertons A C and Uj

v

Example 11 (A}

SEND COMPLETED FORM TO PERSONNEUPAYROLL OFFICE

SECTIONB
1 NAME OF DENTAL PLAN

PROVIDERIF ACILITY NUMBER (I apptcabdle)

T W L CHANGESG § AMILY 3R MAER FNRU'L MES D UIST ol L FARNEY ¢ SIBERS UHRLE LT Y LAST Wby AT
CHANGE - CHANGING PLANS UR DB NOEMT LOVErAGE WEli AS 1AM v MLl RS 1C 96 ADUED ARDOR N E1ED EZITER THE ACTION CODt A 1A AREOR DY
(Complete Sections A. 8. C. and D} (DELE TE) fi, vt THE NAMES OF GNLY (1.05C MEMBERS 10 8€ ANNED . DELTTED
2 SOCHAL SECURITY NUMBER 3 SPOUSE'S OR DOMESTIC PARINIR'S G00:al S CURITY e LIST ALL PERSONS TO BE ENROLLED IN OATE OF
o NoMBER ¢ . i DENTAL PLAN (indude self) ATE OF BIRTH EAMILY
R78-65-1111 555-44-88R8 o (Furst) (Midde) (Last) wowin oav vew  RELATIONSHIP
4, NAME (Fiyst) {Middie) {Last)
Wesley D. Snipes SELF
ADDRESS (Number and Streel)
46 Midyo Street
(City, State, and Zip}
Pastisas, CA 11112
5. CHECK IF PERMANENT 6. MARITAL STATUS 7. SEX
INTERMITTENT EMPLOYEE LR : G
-/ MARRIED SINGLE ¢/ MALE
: ) DOMESTIC PARTNER . FEMALE
SECTION C (Complete for Pian changes if different than B-1 and canceliations only})
1. PRIOR DENTAL PLAN NAME : e ) - — T
Delta Dental
SECTIOND :

1. CHECK APPROPRIATE BOX
100 NOT WISH TO ENROLL INA DENTAL PLAN (Keep.in employee's file)

FELECT TO ENROLL IN (OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND Al

: : COVERMY SHARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. }
- ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CAUIFORNIA AND ARENOT ENROLLED IN

i v } ELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

UTHORIZE DEDUCTIONSTO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO

ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION B, ITEM3
ANOTHER STATE OF CALIFORNIA DENTAL PLAN.

2. EMPLOYEE'S OR ANNUITANTS SIGNATURE (See Privacy Information on reverse of emplyee copy.}

i 3. DATE SIGNED

. | 09/01/2002
. s g L P
SECTION E (FORgGENCY OR RgTIREMENT SYSTEM USE ONLY)
1. BWLOvER DED.CO OE 2. DENTAL ORG. CODE 3. BMPLOYEE & OOBEN 1 4. parTy COOE 5. state 6. pav PERIOCO 7. ewovee B. BPARGATNG 1 9. ro1a proMes
DEDUCTION AMOUNT SuRe DESIGNATION Nt : A2AOUNT
AAOUNT H
CSU-150 '
NON-CSU-351 i Ead l
$ $ 12 02 $
COMPLETE ON CHANGES ONLY 12, rERAaTING. 13. PERAATING 14, EFFECTVE OATE 15. AGENCY COCE 16. war coE 17. AGENCY RAE OR REVWIEMENT SYSTEM -
140. Preor MPLOVER DED.CO DE | 11.pracr. PRIOR z?: ::: o wemen ) = )
. . CENTAL PARTY
ORG. ©O0E
CSU-150 oooe
NON-CSU-351 woTH Dy vem woMTH | DAY, YEMY i
007 |3 9 1 |2 |36a 1 l 1 Jo3 123 987 State Agency Name
18. REMARKS 19, AUTHORIZED AGENCY SIGNATURE .
1 he y cortify under of perjury 8s folows: That | the ,
Cancel Coverage .cﬂr’;boyllicwolﬂn ,..;’:.","" named opom;smd that | sm .u:rmmwd‘gm tis certification; that
Enrolling on spouse's plan during open enrollment. the employse nemed hereh ks ekgbie for envolinent in the Siafe DentalInsurance Program.
Flex Cash Option: Attach STD 701C & Signature Required
20. 'TELEPHONE NUMBER (Indicate f CALNET or give Area Code) 21. DATE RECBVED IN
. EMPLOYING OFFICE
SIONTH DAY VEAR
(555) 998-1001 09 01 02
YHITE - To Controfier YELLOW - To Carrler PINK - To Agency GREEN - To Employee



STATE OF CALE ORNA

DENTAL PLAN ENROLLMENT AUTHORIZATION

STD. 692 (REV. 6-2000)

SECTION A

. TYPE OF ACTION
* NEW - ENROLUING iN A PLAN FOR THE FIRST TIME
{Complete Sections A, B, and D}

CANCEL - CANCELLING COVERAGE FOR ALL ENROLLEES
{Cornplete Sections A, C. .ad in

‘/i CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE
{Complete Sections A, B, C, and D)

2. SOCIAL S_ECURIW NUMBER 3. SPOUSE'S OR DOMESTIC PARTNER'S SOCIAL SECURITY

555-44-3333 NOVBER
4. NAME (First) " (Middle) (Last)
Vansessa M. Snipes

"ADDRESS ™ [Number and Street)

tate, and Zip) -
Pastisas, CA. 92001
5. CHECK IF PERMANENT
INTERMITTENT EMPLOYEE

5. MARALSTATUs
MARRIED [V| siINGLE

i

]

I}

—
DOMESTIC PARTNER J' ¢ FEMALE

Example 11 (B)

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY--SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

SECTION B
1. NAME OF DENTAL PLAN

Delta Dental Premier Enhanced
2 PROVIDER/FACILITY NUMBER (f applicable)

3. WHEN CHANGING FAMILY MEMBER ENROLLMENT. LIST ALL FAMILY MEMBERS CURRENTLY ENROLLED, AS
WELL AS FAMILY MEMBERS TO BE ADDED AND/OR DELETED. ENTER THE ACTION CODE A (ADD) ANWéR D
(DELETE) BESIOE THE NAMES OF ONLY THOSE MEMBERS TO BE ADDED OR DELETED.

2 LIST ALL PERSONS 70O BE ENROLLED IN

$] DENTAL PLAN (include sel) DATE OF BIRTH FAMILY

;‘J E ) (First} (Middle} _ {Last) _MoNIs oA vear  RELATIONSHIP
Vanessa M. Snipes 2 2 62 SELF

A Wesley D. Snipes 5 6 60 Spouse

SECTION C  (Complete for Plan changes if different than.B=1.and_cancellations only).

1. PRIOR DENTAL PLAN NAME

SECTION D

1. CHECK APPROPRIATE BOX
l 1 DO NOT WISH TO ENROLL IN A DENTAL PLAN (Keep in employee's file)

— 1 ELECT TO ENROLL IN (OR CHANGE TO) A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONS TO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO
’i COVER MY SHARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION B, ITEM 3
~ ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORNIA AND ARE NOT ENROLLED IN ANOTHER STATE OF CALIFORNIA DENTAL PLAN,

} ELECT TO CANCEL THE DENTAL PLAN SHOWN ABOVE

2. EMPLOYEE'S OR ANNUITANT'S SIGNATURE (See Privacy Information on reverse of employee copy.) .

3. DATE SIGNED

= SIGNATURE REQUIRED 09/01/2003
SECTION E (FOR AGENCY OR RETIREMENT SYSTEM USE ONLY)
1. EMPLOYER DED. CODE 2. DENTAL ORG. OODE 3. EMPLOYEE orCOBEN 4. PARTY coDE 5. swate 6. PaY PERICD 7. empLoYEE 8. aarcannG 9. 101AL PREMIM
' PEDUCTION AMOUNT SHARE DESIGRATION i AMOUNT
AMOUNT
CSU-150
NON-CSU-351 o | e
008 § 94.03 2 $ 000 J12 |02 (M 02 ¢ 9403
COMPLETE ON CHANGES ONLY 12, PerMITING 13. rerMiTivG 14, eFFEcTivE DATE 15. acency cooe | 16, uw cooe 17. AGENCY NAME OR RETIREMENT SYSTEM
T ——— EVENT EVENT OF ACTION (¥ reTmen)
‘ " v | oty owre cooe
ORG. - cove
CSU-150 cone T
D NON-CSU-351 MONTH oAy YEAR MONTH DAY | YEAR|
9 ] 1 ’3 15 Iy _’04 123 987 State Agency Name

18. REMARKS
Add spouse during open enroliment

spouse enrolling in FlexElect Cash option during open enrollment
Attach spouse's STD 701 C an dcancellation STD 692

COBEN employee

19. AUTHORIZED AGENCY SIGNATURE
1 hereby cerify under penally of perkury as folows: That | am the duly eppointed, qualified and
acling officer of the hervin named agency and that 1 em authorized to make this certification; that
the employee named herein is eligibie for enroiment in the State Dental Insurance Program.

. SIGNATURE REQUIRED

20. TELEPHONE NUMBER (Indicate # CALNET or give Area Code) | 21. DATE RECEIVEDIN

I EMPLOYING OFFICE
(555) 123-4567 09 [o1 |03

ATE - To Controlier YELLOW - To Carrier

PINK - To Agency GREEN - To Employee






